One of the strongest justifications for the use of restraints in hospitals is the protection of the patient, others or both. Often medication and verbal therapies are insufficient to control potentially dangerous patients. 2 This and the possible beneficial therapeutic effects of restraints are some strong justifications for their use. In addition, restraint of violent patients allows the staff in psychiatric hospitals to feel safe enough to perform basic psychotherapeutic tasks that often serve to prevent or avoid further violence.
Ethics of restraints
Many fear the abuse of restraints and possible psychological, physical and emotional consequences. Restraints may involve physical and psychological risks, 3 produce negative reactions in patients and staff, 4 be used as punishment to patients, 5 or be used more frequently than should be necessary due to staffing shortages. 6 Restraint procedures not only represent a significant infringement of an individual's right to autonomy and selfdetermination 7 but may be associated with significant morbidity and mortality. Attitudes of patients and staff toward restraints differ greatly. Patients' attitudes are generally negative, whereas staff tend to believe that seclusion benefits patients and preserves the unit's smooth functioning. 8 Restraint of psychiatric patients raises social and moral issues such as the importance of freedom and the rights of the individual as opposed to the group. 9 Systematic studies of the effectiveness of restraints are lacking, as is research on events transpiring during seclusion. [10] [11] [12] The incidence and duration of restraint differ widely across institutions. Differences may be better explained by hospital factors such as location, staff attitudes and treatment philosophy than by patient characteristics. 13 Definition 'To restrain' means 'to place under control when necessary to prevent serious bodily harm to the patient or to another person, by the minimal use of such force (mechanical means or chemicals) as is reasonable having regard to the physical and mental condition of the patient'. 14 It is hoped that the use of environmental and physical restraint will be rendered obsolete by advances in the field of psychiatry such psychopharmacology and the therapeutic milieu. In order to reach this goal more research needs to be done on restraint practices across a wide range of psychiatric treatment settings. Chapter 37 of the MHCA 16 on seclusion states that: 
Classification of restraints
Restraints may be classified into three main categories:
1. Environmental restraints, e.g. barriers to free personal movement that confine patients to specific areas, such as seclusion rooms.
2. Physical restraints, e.g. physical appliances that inhibit free physical movement and cannot be removed by the person to whom they are applied, such as jacket or hand restraints. The use of holding may provide body contact between a patient and one or more staff members. This type of restraint may seem more humane than the other types of restraint; however, there are limits to this type of restraint. For example, when a patient is in a violent state, physical restraining by others may be inflammatory.
Conversely, when a patient is placed in a seclusion room, it
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has been demonstrated that a calming process begins. This is attributed to the huge reduction in stimulation that comes from being secluded. 17 In addition, physical holding for every patient would require an exorbitant and impractical number of staff. The patient should be given the chance to choose appropriate control measures, even if he or she is of questionable competence. For example, it has been shown that adult patients overwhelmingly prefer seclusion to physical restraints. 18 A patient in a seclusion room can move around if he wants to, whereas a patient in restraints can do nothing. Also a patient in restraints suffers the physical pain of forced immobility.
Seclusion
There is evidence that seclusion procedures are of therapeutic value when properly applied. Without an understanding of the purpose and therapeutic value of seclusion, it is more likely to be implemented poorly, to the detriment of patients and the morale of the staff who care for them. 19 It has been recognised by physicians that the regular imposition of predictable seclusion following episodes of undesirable loss of control has the observable effect of increasing the patient's self-control. 20 However, there are many factors involved in making the seclusion process as therapeutic as possible. The policies must be defined, 
Conclusion
It is the goal of medicine to give care and treatment without the infliction of pain, but pain unfortunately accompanies some treatments. Hippocrates stated 'primum, non nocere', ('first, do no harm'). Stabilising patients with dangerous behaviour requires the flexible use of these approaches, with the safety of the patient always first and foremost. If it becomes more difficult to provide a safe institutional environment for aggressive and violent patients, more psychiatric hospitals will close. These patients will be subjected to the ultimate in seclusion and restraint in the nontherapeutic environments of prisons and jails.
Guidelines should be developed in every psychiatric setting dealing with when to act, whether to administer restraint, and the duration of restraint. Legal and regulatory controls need to be implemented to monitor the use or misuse of restraints. This must be tempered by acknowledgement of the need for added resources that ensure adequate staffing and training in the appropriate use of these procedures to prevent violence.
It is to be hoped that the use of physical and environmental restraints will be rendered obsolete by advances in the field of psychiatry such as the use of psychopharmacology and the therapeutic milieu. In order to reach this goal more research needs to be done on restraint practices across a wide range of psychiatric treatment settings.
